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Abstract 

This  business  case  analysis  (BCA)  projects  the  likely  financial  results  and  other  business 
consequences  to  the  United  States  Air  Force  Academy  (USAFA)  Hospital,  10  Medical  Group 
(MDG),  associated  with  the  impending  loss  of  inpatient  services  as  directed  under  the  2005  Base 
Realignment  and  Closure  Commission  (BRAC)  initiatives.  Authorized  under  the  BRAC  Act  of 
1990,  Public  Law  101-510, 10  U.S.C  2687,  these  initiatives  are  public  law.  This  BCA  will  focus 
on  the  continuum  of  care  and  the  special  needs  of  Air  Force  (AF)  Academy  cadets  (BRAC, 
2005). 

Understandably,  the  issue  of  caring  for  the  cadets  in  the  BRAC  environment  has  become 
a  main  focal  point  for  the  10  MDG.  There  are  many  options  that  could  be  considered,  however, 
this  BCA  will  focus  on  four  options.  These  options  are  1)  utilization  of  Fort  (FT)  Carson,  2) 
utilization  of  FT  Carson  with  expansion  of  cadet  ambulatory  care  services,  3)  utilization  of 
network  care  with  admitting  privileges  for  any  physician  treating  a  cadet,  or  4)  utilization  of 
network  care  with  admitting  privileges  for  cadet  physicians  and  expansion  of  cadet  ambulatory 


care  services. 
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A.  Introduction 

This  business  case  analysis  (BCA)  projects  the  likely  financial  results  and  other  business 
consequences  to  the  United  States  Air  Force  Academy  (USAFA)  Hospital,  10th  Medical  Group 
(MDG),  associated  with  the  impending  loss  of  inpatient  services  as  directed  under  the  2005  Base 
Realignment  and  Closure  Commission  (BRAC)  initiatives.  Authorized  under  the  BRAC  Act  of 
1990,  Public  Law  101-510,  10  U.S.C  2687,  these  initiatives  are  public  law.  This  BCA  will  focus 
on  the  continuum  of  care  and  the  special  needs  of  Air  Force  (AF)  Academy  cadets  (BRAC, 
2005). 

Presently,  the  USAFA  hospital  has  a  16-bed  medical/surgical  inpatient  unit  (MSU),  a 
three-bed  intensive  care  unit  (ICU),  as  well  as  a  Level  III  Emergency  Department  (ED)  (D. 
Beatty,  personal  communication,  September  8,  2006).  These  clinical  areas  meet  the  majority  of 
medical  needs  for  cadets,  active  duty,  dependents,  and  retirees.  Total  beneficiary  population  is 
approximately  31,333  with  4,500  of  those  in  the  cadet  category  (A.  Berg,  personal 
communication,  September  11,  2006).  Currently  the  10  MDG  is  able  to  meet  beneficiary  needs 
with  a  host  of  specialty  care  services  to  include  a  cadet  clinic,  flight  medicine,  orthopedics, 
ophthalmology,  cardiology,  behavioral  health,  neurology  (to  include  a  sleep  lab),  dermatology, 
chiropractic,  physical  therapy,  gastrointestinal  (GI),  pediatrics,  allergy/immunizations,  oral 
surgery,  and  internal  medicine.  However,  with  the  2005  BRAC  implementation,  the  1 0  MDG 
will  lose  its  inpatient  mission,  the  ED  will  evolve  into  an  Urgent  Care  Clinic  (UCC),  and  the 
surgical  unit  will  evolve  into  an  ambulatory  surgical  unit  (ASU). 

This  will  affect  the  scope  of  care  currently  available  to  the  entire  beneficiary  population. 
One  of  the  main  BRAC  concerns  of  the  10  MDG  is  cadet  management  of  care.  The  issue  is 
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defining  a  scope  of  care  for  cadets  in  the  ambulatory  care  setting,  taking  into  account  that  the 
care  setting  for  cadets  may  differ  from  the  care  setting  for  other  beneficiaries. 

The  mission  of  the  1 0th  Air  Base  Wing  (ABW)  is  to  educate,  train,  and  inspire  men  and 
women  to  become  officers  of  character,  motivated  to  lead  the  USAF  in  service  to  our  nation. 

The  vision  is  to  be  the  AF  premier  institution  for  developing  leaders  of  character  (About  the 
Academy,  2006).  As  evidenced  by  these  statements,  the  entire  institution  exists  to  educate  future 
leaders  of  the  AF.  This  includes  ensuring  their  health  and  well-being.  The  cadets  are  the 
mission. 

Potential  cadets  must  meet  strict  admission  requirements.  Academically,  83%  of  those 
admitted  are  in  the  top  quarter  of  their  graduating  class.  Recent  entering  classes  average  in  the 
top  3%  of  their  graduating  class.  A  minimum  grade  point  average  (GPA)  of  a  2.0  is  required  and 
one  grade  letter  below  a  C  automatically  disqualifies  an  individual.  The  mean  score  on  the 
Standard  Aptitude  Test  (SAT)  is  1295,  while  the  mean  score  of  the  American  College  Test 
(ACT)  is  1 1 8.  Approximately  11%  of  those  admitted  to  the  Academy  were  first  in  their  class. 
Academics  encompass  60%  of  the  total  admission  score  (Admissions,  2006). 

Extra-curricular  activities  and  input  from  the  admission  panel  make  up  the  other  40%  of 
the  admission  score.  Each  candidate  must  have  participated  in  at  least  one  varsity  level  sport  and 
one  non-athletic  activity.  Quality  of  leadership  positions  is  weighed  heavier  than  quantity  of 
activities.  The  admission  panel  evaluates  fitness  test  scores,  admission  liaison  officer  (ALO) 
interview  scores,  and  writing  samples.  In  addition  to  all  of  these  requirements,  the  candidate 
must  also  obtain  either  a  congressional,  vice-president  or  presidential  appointment  (Admissions, 


2006). 
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Potential  cadets  are  instructed  to  learn  the  honor  code  prior  to  admission  to  the  Academy. 
The  code  states,  “we  will  not  lie,  steal  or  cheat,  nor  tolerate  among  us  anyone  who  does” 
(Admissions,  2006).  Even  before  entering,  the  Academy  there  is  a  perception  of  high  moral 
character.  The  public  expects  the  same  of  the  active  duty  members  stationed  here  as  well. 

The  AF  Academy  has  high  visibility  both  politically  and  in  the  media.  This  political 
weight  is  felt  throughout  the  1 0  ABW  and  thel  0  MDG.  Parents  have  high  expectations  for  the 
treatment  of  their  sons  and  daughters  and  any  complaint  has  visibility  at  least  at  the 
congressional  level  if  not  higher.  Parental  expectation  is  that  cadets  are  not  treated  the  same  as 
active  duty,  but  treated  better. 

The  media  likes  to  focus  attention  on  any  of  the  service  academies  and  highlight  negative 
issues.  These  issues  may  happen  at  other  educational  institutions  throughout  the  US;  however, 
the  service  academies  are  expected,  by  the  public,  to  have  and  uphold  higher  standards.  This  is 
perpetuated  by  the  respective  honor  codes.  The  political  weight  of  the  media  is  evidenced  by  the 
recent  AF  Academy  scandals  in  regarding  religion  (Wheeler,  2005)  and  sexual  harassment  issues 
(McIntyre,  2003).  When  something  is  reported  in  the  media  it  quickly  becomes  a  hot  topic  and 
actions  are  immediately  taken  to  rectify  the  situation  (N.  Waite,  personal  communication, 
September  1,  2006). 

The  10  MDG  perpetuates  the  cadet  focus  in  a  number  of  ways.  There  is  a  medical  and 
optometry  clinic  specifically  for  the  cadets  as  well  as  a  state  of  the  art  orthopedic  and  sports 
medicine  departments.  The  dental  clinic  is  located  in  the  cadet  area,  despite  servicing  the  entire 
active  duty  population.  Another  example  is  the  cadet  medical  clinic,  which  moves  their  entire 
operation  out  in  the  field  for  two  weeks  while  the  cadets  complete  basic  training  requirements. 
The  entire  10  MDG  medically  supports  all  cadet  functions  to  include  all  sport  home  games, 
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parents’  weekend  activities,  cadet  in-processing,  graduation,  and  a  number  of  other  cadet 
activities.  This  support  is  in  addition  to  other  primary  duties  (N.  Waite,  personal 
communication,  September  1 ,  2006). 

Understandably,  the  issue  of  caring  for  the  cadets  in  the  BRAC  environment  has  become 
a  main  focal  point  for  the  10  MDG.  There  are  many  options  that  could  be  considered;  however, 
this  BCA  will  focus  on  four  options.  These  options  are  1)  utilization  of  Fort  (FT)  Carson,  2) 
utilization  of  FT  Carson  with  expansion  of  cadet  ambulatory  care  services,  3)  utilization  of 
network  care  with  admitting  privileges  for  any  physician  treating  a  cadet,  or  4)  utilization  of 
network  care  with  admitting  privileges  for  cadet  physicians  and  expansion  of  cadet  ambulatory 
care  services. 

The  fiscal  year  (FY)  08-13  Medical  Planning  and  Programming  Guidance  (MPPG)  states 
that  the  AF  Academy  will  realign  the  inpatient  mission  at  FT  Carson  (MPPG,  n.d).  The  MPPG 
(n.d.)  further  dictates  that  each  military  treatment  facility  (MTF)  should  conduct  BCAs  to  fully 
understand  the  financial  impacts  to  their  facility  and  the  major  command  (MAJCOM).  In  the 
case  of  the  AF  Academy,  they  are  also  their  own  MAJCOM.  Options  chosen  were  based  on 
BRAC,  AF,  and  executive  guidance.  BRAC  specifically  states  that  the  AF  Academy  will  move 
the  inpatient  mission  to  FT  Carson.  However,  in  the  same  posting  it  also  states  that  the  Academy 
will  rely  on  the  civilian  and  military  medical  network  for  inpatient  services  (BRAC,  2005). 
Despite  the  guidance  leaning  towards  FT  Carson,  network  care  will  also  be  examined  as  an 
option  only  for  cadets.  The  reasons  for  this  are  the  special  needs  of  the  cadet  population, 
executive  guidance,  the  addition  of  a  new  civilian  hospital,  which  will  be  located  closer  than  FT 
Carson,  and  the  anticipated  surge  of  over  9,000  soldiers  to  FT  Carson  (J.  Paul,  personal 
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communication,  September  7, 2006).  The  goal  of  the  10  MDG  is  to  meet  BRAC  guidelines  as 
well  as  examine  options  that  may  have  added  benefits  for  the  cadet  population. 

Financially,  there  is  no  direct  cost  to  the  1 0  MDG  for  either  the  utilization  of  network 
care  or  FT  Carson.  After  congress  appropriates  the  budget  for  health  affairs,  a  certain  amount  is 
taken  directly  off  the  top  and  allocated  to  TRICARE.  The  rest  of  the  money  is  then  distributed 
throughout  the  Army,  Navy  and  Air  Force  (R.  Peltzer,  personal  communication,  September  27, 
2006).  When  TRICARE  receives  a  network  care  bill,  they  verify  the  appropriateness  of  the 
admission  with  the  local  MTF.  If  the  claim  is  approved,  TRICARE  pays  the  bill  from  their 
funds.  If  the  claim  is  denied,  the  provider  will  directly  bill  the  patient  (N.  Kauhaahaa,  personal 
communication,  September  28,  2006).  While  the  10  MDG  does  not  receive  a  direct  bill,  the 
more  network  care  used  equates  to  a  larger  budget  each  year  for  TRICARE  and  a  smaller  budget 
that  is  then  shared  across  the  services. 

Starting  in  FY  07,  MTFs  are  to  be  reimbursed  $60  per  relative  value  unit  (RVU)  seen  in 
that  facility  (S.  Suckow,  personal  communication,  September  27,  2006).  FT  Carson  would  be 
the  main  recipient  of  those  monies.  However,  workload  recaptured  with  the  expansion  of  cadet 
ambulatory  services  can  be  coded  for  RVUs  (A.  Berg,  personal  communication,  April  1 8,  2007). 
In  addition,  the  Academy,  as  well  as  the  other  Services,  profit  by  decreasing  the  total  network 
care  budget  of  TRICARE. 

All  options  have  a  transportation  element.  The  issue  surfaces  when  a  cadet  requires  an 
inpatient  admission.  The  cadet  must  be  transported  in  a  manner  consistent  with  their  diagnosis 
and  condition  while  keeping  in  mind  the  most  cost-effective  manner.  Cadets  are  not  required  to 
have  vehicles,  so  many  are  dependent  on  the  base,  their  cadet  chain  of  command,  or  friends  for 
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transportation.  The  10  MDG  also  has  a  responsibility  to  ensure  that  each  cadet  arrives  at  the 
proper  treatment  location  in  a  safe  manner. 

Establishing  a  limited  cadet  ambulatory  care  service  would  allow  some  of  the  predicted 
inpatient  workload  to  remain  at  the  Academy.  In  turn,  that  would  decrease  leakage  to  either  FT 
Carson  or  to  the  network  and  decrease  the  need  for  transporting  cadets  to  the  different  facilihes. 

The  costs  to  the  Academy  cannot  be  limited  to  just  dollar  signs.  Other,  even  higher  costs 
include  strained  relationships  with  each  of  the  agencies,  as  well  as  the  political  weight  behind 
each  cadet.  These  benefits  and  drawbacks  must  also  be  considered.  Expected  benefits  vary 
based  on  the  chosen  option  but  may  include  limited  loss  of  training  time,  increased  command 
and  control  of  cadets,  increased  continuity  of  care,  improved  access  to  care,  increased  patient 

satisfaction,  decreased  need  for  transportation  and  decreased  network  leakage. 

This  BCA  looked  at  the  10  MDG’s  current  framework,  FY  2006  and  linked  the  business 
case  analysis  with  business  objective  2.A.I.  This  objective  is  to  establish  and  execute  a  BRAC 
transition  plan,  which  addresses  scope  of  services,  squadron  make-up  and  structure,  and  phased 
implementation.  The  mission  of  the  10  MDG  is  to  “provide  combat,  contingency,  and 
community  healthcare  to  our  war  fighters  and  their  families  -  past,  present  and  future”.  The 
vision  is  to  be  the  “cornerstone  for  a  premier  integrated  community  healthcare  system  to  ensure  a 
fit,  ready  force  in  the  Pikes  Peak  Region”.  In  addition,  the  values  are  “Integrity  first,  servtce 
before  self,  excellence  in  all  we  do,  and  compass, on  for  those  who  serve”  (Anonymous,  2006). 

A.l  Background 

Based  on  Public  Law  101-510, 10  U.S.C  2687,  the  USAFA  hospttal  will  provide 
ambulatory  care  services  to  its  beneficiary  population  and  will  rely  on  civilian  and  military 
medical  networks  for  inpatient  services  (BRAC,  2005).  Academy  cadets  comprise  14%  of  the 
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total  beneficiary  population  but  provide  unique  issues  inherent  to  the  training  miss, on  and  care  of 

these  congressional^  appointed  students  (Admissions,  2006). 

A  starting  point  in  evaluating  how  to  manage  cade,  care  was  to  examine  other  Service 

academies.  West  Point  is  unaffected  by  BRAC  and  will  continue  to  manage  Keller  Army 
Community  Hospital,  a  65  bed  faclity.  Keller  has  a  33  bed  MSU,  a  three  bed  1CU,  a  six  bed  OB 
unit,  an  ambulatory  surgical  uni.  (ASU)  and  an  ED  (Community  Health,  2006).  The  beneficiary 
population  is  estimated  at  29,000  of  which  4,000  are  cadets  (About  the  Academy,  2006). 

Keller,  winch  is  located  on  Wes.  Point,  also  operates  a  cade,  clinic  .ha,  averages  about 
,00  cade,  visits  a  day.  Specially  care  refermls  are  made  either  to  local  civilian  institutions  or  to 
Walter  Red  (Keller,  2006).  Walter  Reed  is  also  affected  by  BRAC.  The  plan  is  to  move  Walter 
Reed  to  Bethesda  Naval  Hospital  and  create  the  Walter  Reed  National  Military  Medical  Center. 

The  old  Walter  Reed  is  predicted  to  remain  open  for  the  next  four  to  five  years,  and  Wes,  Point 

cadets  can  continue  to  utilize  services  there  until  closed  (Markel,  2005). 

The  Naval  Academy  serves  4200  to  4300  midshipmen  a  year  and  manages  then  care  at 

the  Naval  Health  clinic.  There  is  a  physician  on  call  24  hours  a  day,  seven  days  a  week.  During 
non-duty  hours  a  naval  corpsman  staffs  the  clinic.  These  corpsmen  are  the  equivalent  to  the  AF 
independent  duty  medical  technician  (1DMT).  The  Naval  Academy  possesses  several 
memorandums  of  understanding  (MOU)  with  local  facilities  that  allow  Navy  orthopedists  and 
podia, ns, s  to  perform  surgeries  downtown.  The  Naval  Academy  pays  all  fees  except 

professional  fees  (P.  Roark,  personal  communication,  August,  3 1 , 2006). 

The  Navy  clinic  has  purchased  four  regular  beds  that  are  maintained  in  the  dorms.  Ill  or 

post  surgical  midshipmen  that  do  not  require  hospitalization,  use  these  rooms.  Mtdshtpmen  who 
have  had  surgery,  most  commonly  orthopedic,  also  utilize  these  beds  since  the  bunk  beds  used  in 


McShaneGMP  14 


their  regular  dorm  rooms  are  not  a  realistic  option.  These  medical  rooms  have  private  baths.  For 
meals,  other  midshipmen  are  responsible  for  bringing  food  to  the  ill  or  post  surgical  midshipmen. 
Medical  personnel  do  not  staff  these  rooms  (P.  Roark,  personal  communication,  August,  31, 

2006). 

All  other  medical  issues  require  transfer  to  a  local  facility  or  to  Bethesda  Naval  Hospital, 
approximately  15  minutes  away.  Transportation  is  an  issue  here,  too.  The  Naval  Academy  is 
looking  into  contracting  this  service.  For  now  a  duty  driver,  often  an  active  duty  member,  drives 
the  midshipmen  to  their  appointments  (P.  Roark,  personal  communication,  August,  31,  2006). 

The  Coast  Guard  Academy  is  similar  to  the  Naval  Academy  in  that  there  is  only  a  clinic 
available  with  a  physician,  physician’s  assistant  (PA)  or  IDMT  equivalent  on  call.  The  Coast 
Guard  Academy  cares  for  950  to  1000  cadets  per  year,  the  fewest  of  the  service  Academies. 

They  do  posses  a  ten-bed  infirmary,  which  operates  similar  to  the  Naval  Academy  dorm  rooms. 
These  cadets  are  self-sufficient.  They  medicate  themselves  and  do  not  require  any  form  of 
nursing  care.  Any  cadet  requiring  any  nursing  care,  to  include  intravenous  (IV)  antibiotics, 
requires  admission  to  a  local  civilian  facility  (A.  Chaney,  personal  communication,  August,  31, 

2006). 

The  corpsmen  on  duty  is  at  a  minimum,  first  aid  trained  and  many  are  emergency  medical 
technician  (EMT)  certified.  Some  also  have  advanced  cardiac  life  support  training  (ACLS).  The 
corpsman  acts  as  a  triage  point  and  monitors  vital  signs.  He  will  call  the  on-call  provider  or  91 1 
as  appropriate  for  changes  in  the  cadet’s  health.  The  Accreditation  Association  for  Ambulatory 
Health  Care  (AAAHC)  has  certified  the  clinic  and  infirmary  (A.  Chaney,  personal 


communication,  August,  31, 2006). 
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The  Coast  Guard  has  a  transpor.at.on  issue  but  posses  a  current  contract  for  shuttle 
services.  This  shuttle  is  mainly  utilized  to  pick  up  post-surgical  cadets  (A.  Chaney,  personal 
communication,  August,  31,  2006). 

Currently  the  Academy  most  closely  resembles  West  Point,  but  with  BRAC  that  w.U  no 
longer  be  true.  While  there  is  no  one  right  way  to  manage  the  care  of  the  cadets,  the  differ 
service  academies  give  examples  of  ways  in  which  we  may  expand  our  ambulatory  care  services. 

From  September  of  2005  through  August  of  2006,  there  were  150  total  cadet  admissions 
directly  to  USAFA  (see  Appendix  A).  This  number  does  not  include  network  care  admissions; 
however,  the  average  cos.  per  cade,  for  network  care  was  $10,100  compared  to  an  average  d.rec, 
care  cost  of  $3,097.  The  number  one  admission  for  network  care  was  depressive  neurosis  and 
second  was  psychosis  (M.  Love,  personal  communication,  September,  1,  2006).  Neither  FT 
Carson  nor  the  Academy  can  recapture  inpatient  psychiatric  admits  (J.  Paul,  personal 
communication,  September  29,  2006). 

An  analysis  of  the  data  shows  that  41  of  the  1 50  direct  care  admissions  were  under  24- 
hours.  This  population  could  potentially  stay  a,  die  Academy  with  expanded  ambulatory  care 
services.  Further  discussion  with  the  Col  Steve  DeCoud,  Commander  of  the  Cade,  Clinic, 
indicated  that  .here  are  also  a  number  of  social  admits.  In  other  words,  cadets  who  really  do  no, 
meet  true  inpatient  admission  criteria  bu,  were  placed  in  the  Academy  hospital  as  a  convenience 
for  the  cadet  and  the  Academy.  Criteria  for  this  was  any  admission  with  a  diagnosis  of  cellulitis 
without  complications,  simple  pneumonia,  esopha^tis,  otitis  media  or  viral  illness  with  less  than 
a  two  day  admission  (S.  DeCoud,  personal  communication,  September  1 2, 2006).  These 
admissions  totaled  another  23  cadets  who  could  potentially  remain  a,  the  Academy  with 
expanded  ambulatory  care  services  (see  Appendix  B). 
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As  stated  earlier,  the  issue  of  defining  a  scope  of  care  for  ambulatory  care  services 
remains.  According  to  Ross,  Williams  and  Pavlock  (1998)  one  universal  and  agreed  upon 
definition  for  ambulatory  care  does  not  exist.  Definitions  vary  based  on  the  skill  level  of  the 
practitioner,  settings,  and  specialty.  The  American  Heritage  Stedman’s  Medical  Dictionary 
(2004)  defines  ambulatory  care  as  medical  care  provided  to  outpatients.  Many  other  sources 
refer  to  ambulatory  care  as  the  lack  of  an  overnight  stay.  Wikipedia  (2006)  defines  ambulatory 

care  as: 

Any  non-emergency  medical  care;  usually  the  term  refers  to  outpatient  care.  A  large  segment 
of  medical  conditions  does  not  require  hospital  admission  and  can  be  managed  by  visiting  the 
hospital  for  consultations  and  tests.  Many  forms  of  medical  investigations  can  be  performed 
on  an  ambulatory  basis,  including  blood  tests,  X-rays,  endoscopies,  and  even  biopsy 
procedures  of  superficial  organs. 

AAAHC  does  not  endorse  one  definition  of  ambulatory  care.  Many  treatments  and 
procedures  are  accomplished  in  the  outpatient  setting  and  the  scope  of  care  for  a  facility  depends 
on  the  capabilities  and  specialties  within  that  facility  as  well  as  the  health  of  the  patient.  The 
Academy  has  a  tremendous  opportunity  to  think  out  of  the  box  in  regards  to  the  care  of  this 
young  and  healthy  population,  to  include  ideas  such  as  having  cadets  return  to  the  clinic  every  1 2 
hours  for  IV  antibiotic  infusions,  during  clinic  operation  hours.  The  ambulatory  scope  of 
practice  at  the  Academy  is  limited  by  AF  regulations  and  BRAC  mandates  rather  than  AAAHC 
guidelines  (S.  Kaufman,  personal  communication,  September  11, 2006).  In  other  words, 
ambulatory  care  equates  to  anything  that  can  be  accomplished  in  an  outpatient  setting  as  long  as 
the  providers  are  qualified  and  the  setting  is  appropriate.  The  10  MDG  must  stay  within  the  law 
of  BRAC  as  well  as  comply  with  AFMS  mandates. 
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BRAC  (2005)  mandated  that  the  Academy  will  have  no  inpatient  services.  The  AFMS 
stated  that  the  10  MDG  will  not  be  resourced  for  a  23-hour  close  observation  unit  (N.  Waite, 
personal  communication,  September  1, 2006).  This  means  that  the  expansion  of  cadet 
ambulatory  cadet  services  is  slightly  limited.  One  option  for  the  expansion  of  ambulatory  care 
includes  the  utilization  often  additional  IDMTs  due  to  arrive  at  the  10  MDG  per  the  program 
objective  memorandum  (POM)  for  FY  08  (R.  Peltzer,  personal  communication,  September  27, 
2006).  Establishing  a  structure  similar  to  the  Naval  Academy,  the  AF  Academy  would  utilize 
these  IDMTs  to  cover  expanded  clinic  hours  (Monday  -  Friday  0700  -  1900)  as  well  as  non-duty 
hours  of  the  cadet  clinic.  IDMTs  would  triage  cadet  medical  issues  and  either  treat  within  their 
scope,  utilize  the  on-call  physician,  utilize  the  UCC  or  initiate  the  91 1  emergency  system. 

The  AF  Academy  would  also  incorporate  the  Naval  Academy  use  of  dorm  rooms.  These 
rooms  would  be  set  aside  specifically  for  the  observation  and  minor  treatments  of  ill  or  post- 
surgical  cadets.  IDMTs  on  shift  would  monitor  these  cadets  and  provide  minor  services  as 
ordered  by  the  cadet  clinic  physician.  The  use  of  these  rooms  and  the  IDMTs  would  prevent  less 
than  23-hour  admissions,  prevent  “social”  admissions,  and  provide  a  safe,  monitored 
environment  for  the  AF  Cadets.  These  rooms  would  also  provide  a  place  for  cadets  to  be 
discharged  to  that  no  longer  require  hospitalization  but  are  still  recovering  from  illness  or 
surgery.  While  the  early  discharge  of  a  cadet  will  not  have  any  financial  impacts,  based  on  the 
diagnostic  related  group  (DRG)  payment  system,  it  will  allow  the  cadets  to  return  to  an  academic 
setting  that  allows  them  to  recover  and  still  electronically  tap  into  their  studies.  The  utilization 
of  dorm  rooms  has  been  approved  by  the  10  MDG  Commander,  the  Commandant  of  Cadets,  and 
the  Superintendent  (A.  Berg,  personal  communication,  September,  28,  2006). 
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Cadets  face  academic  and  athletic  stressors  of  Academy  life  and  every  moment  out  of 
training  can  impact  their  performance.  Having  a  cadet  as  an  inpatient  downtown  or  at  FT  Carson 
is  not  the  same  as  having  other  beneficiaries  there.  Cadets  must  be  tracked  closely  and  the  goal 
is  to  return  them  to  training  as  soon  as  possible.  Other  institutions  may  not  share  this  same  sense 
of  urgency.  Keeping  as  many  cadets  as  possible  on  the  Academy  campus  will  assist  in  meeting 

training  needs. 

In  addition  to  loss  of  training  time,  transportation  is  another  concern.  How  will  a  cadet 
who  requires  an  inpatient  admission,  get  to  Memorial  North  or  FT  Carson  from  USAFA? 
Memorial  North  is  12.5  miles  from  the  Cadet  Clinic  with  a  predicted  driving  time  of  19  minutes 
(Map  Quest,  20006).  Memorial  North  is  currently  under  construction  and  is  predicted  to  be 
complete  early  in  2007.  This  facility  will  be  able  to  accommodate  up  to  500  beds  but  will 
routinely  manage  84  (Memorial  North,  2006).  One  of  the  rumored  reasons  for  building  another 
hospital  was  in  anticipation  of  BRAC  and  the  loss  of  inpatient  services  at  the  Academy  (N. 
Waite,  personal  communication,  September  1 , 2006).  An  item  that  needs  to  be  considered  is  the 
community’s  expectations.  These  community  relationships  are  important  and  must  be 
maintained  and  cultivated  so  that  future  working  relationships  can  be  sustained.  This  could 
become  important  in  dealing  with  issues  such  as  Avian  Flu,  global  war  on  terrorism,  and  local 


emergency  response  plans. 

FT  Carson  is  28.4  miles  with  an  estimated  driving  time  of  43  minutes  (Map  Quest, 
2006).  There  is  a  greater  loss  of  training  time  with  increased  distance  to  care.  The  current 
USAFA  hospital  is  onlyl  .8  miles  with  a  driving  time  of  five  minutes  (Map  Quest,  2006).  Base 
transportation  services  can  be  utilized  for  cadets  to  get  to  and  from  the  10  MDG  but  there  is  no 
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system  which  would  transput  cadets  to  Memorial  North  or  FT  Carson  for  unscheduled  medical 
issues  at  this  time. 

Another  concern  is  the  cost  of  transportation.  Currently,  Ambulance  Medical  Response 
(AMR)  provides  transportation  for  the  on  base  emergent  situations  and  is  not  contracted  for  the 
delivery  of  cadets  from  the  clinic  to  an  offbase  inpatient  facility.  Cadets  often  utilize  AMR  for 
urgent  care  issues.  A  large  concern  is  that  once  911  is  utilized,  the  ambulance  is  required  to 
transport  the  cadet  to  the  nearest  ED  and  no.  the  nearest  UCC.  This  would  result  in  cadets 
unnecessarily  being  seen  downtown  and  would  increase  network  leakage  (A.  Berg,  personal 
communication,  September  5, 2006).  The  existing  AMR  contract  may  no.  be  sufficient  to  meet 
the  change  in  requirements.  A  new  contract  may  have  to  be  established  or  the  old  contract 

revised. 

An  addition  to  the  existing  contract  may  be  possible.  AMR  does  offer  non-emergency 
transportation  (NET)  services.  These  services  include  sophisticated  call  management,  gate 
keeping,  provider  network  management,  scheduling  and  dispatching,  data  collection,  and  quality 
management.  AMR  currently  offers  NET  to  almost  nine  million  customers  (AMR,  2006).  A 
NET  contract  could  prove  to  be  cost-efficient  and  allow  the  cade,  to  get  to  the  proper  potn.  of 
entry  based  on  the  care  needed.  lDMTs  can  also  serve  as  a  gatekeeper  to  ensure  proper 
utilization  of  either  91 1  or  NET  services. 

The  cost  to  TRICARE  is  not  the  only  concern  about  cadets  utilizing  the  network  ED. 
Other  issues  include  the  overcrowding  of  EDs  and  the  improper  use  of  emergency  resources.  In 
the  United  States  between  23%  -  33%  of  91 1  calls  do  not  result  in  the  transport  to  a  local  ED. 
Current  regulations  state  that  patients  can  only  be  left  a.  the  scene  if  they  refuse  transport 
(Snooks,  Dale,  Hartley-Sharpe,  &  Halter,  2003). 
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Emergency  Medical  Services’  (EMS)  2002  strategic  plan  highlighted  advanced  life 
support  (ALS)  dispatch  guidelines.  The  goal  is  to  reduce  unnecessary  demand  for  ALS  services, 
provide  the  appropriate  level  of  care  for  the  patient,  and  increase  the  capacity  of  current  units  to 
respond  to  actual  ALS  calls  by  decreasing  the  growth  of  non-ALS  calls.  One  initiative 
specifically  looked  at  alternate  transport  destination  policies.  Low-risk  patients  who  require  a 
minimal  level  of  care  could  receive  treatment  at  clinics  or  UCCs.  The  protocol  is  safe,  cost- 
effective,  and  accepted  as  a  standard  of  care  by  patients  (EMS,  2006). 

The  Woodinville  two-  year  project  analyzed  the  results  of  transporting  patients  to  a  basic 
life  support  (BLS)  level  of  care,  specifically  the  Evergreen  Urgent  Care  Clinic.  The  results 
indicated  proper  triage  and  transport  of  patients  to  the  appropriate  level  of  care.  Patients  were 
satisfied  with  the  treatment  received  in  an  UCC  setting  and  early  data  suggested  that  BLS  units 
are  back  in  service  50%  faster  then  when  transporting  to  an  ED  (EMS,  2006).  The  protocol  has 
been  incorporated  into  practice  and  something  similar  could  be  used  for  cadet  transport.  Plus, 

AF  cadets  have  the  added  advantage  of  an  on-site  IDMT  to  assist  with  triage  protocol. 

BRAC  initiatives  create  many  opportunities  and  challenges  for  the  military  in  general. 
However,  BRAC  will  specifically  influence  military  medicine  (Wood,  2006).  The  BRAC  s 
commission  chairperson,  Anthony  Principi,  states,  “The  worlds  of  national  defense  and  of 
medicine  are  changing  ever  more  rapidly  and  ever  more  profoundly,  and  just  as  chance  favors 
the  prepared  mind,  change  favors  the  prepared  organization”  (Wood,  2005). 

The  10  MDG  is  being  downsized  from  a  hospital  with  an  ED  to  an  outpatient  clinic  with 
an  UCC  and  an  ASU.  Although,  still  unclear  on  how  this  will  happen,  who  will  be  affected,  and 
when  this  will  occur,  the  executive  staff  must  start  preparing  for  the  transition.  Downsizing  is 
not  a  new  concept  to  the  business  of  healthcare.  The  term  downsizing  is  fraught  with  negativity 
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and  anxiety  and  is  often  viewed  as  a  knee-jerk  reaction  to  a  changing  environment  and  pressures 

(Davis,  Savage,  Stewart,  &  Chapman,  2003). 

Downsizing  means  many  things  and  it  is  not  just  the  loss  of  employees.  It  is  the  loss  of 

positions,  departments  or  product  lines  (Davis,  et  al,  2003).  The  10  MDG  will  feel  this  loss  in 
the  form  of  employees,  positions,  realignment  of  positions  to  FT  Carson,  the  loss  of  departments 
and  product  lines.  The  executive  staff  has  a  Herculean  task  as  the  10  MDG  prepares  for  their 
new  mission. 

Downsizing  mainly  occurs  as  a  response  to  environmental  changes.  Population  ecology 
theory  states  that  in  order  for  an  organization  to  survive,  the  organization  must  adapt  to 
environmental  changes  (Davis,  et  al,  2003).  Healthcare  organizations  must  be  efficient  in  order 
to  be  competitive  for  managed  care  contracts,  they  have  to  respond  to  changes  in  Medicare  and 
Medicaid  programs,  and  they  have  to  respond  to  changes  in  billing  practices.  Healthcare 
organizations  must  also  respond  to  demographic  and  societal  changes,  the  shift  to  outpatient 
care,  and  the  growing  need  for  geriatric  long-term  care  (Woodard,  Fottler,  &  Osbome-Kilpatnck, 
1999).  Population  ecology  suggests  that  if  the  organization  wishes  to  survive,  it  will  change. 
Downsizing  is  a  way  in  which  the  organization  can  become  more  efficient  (Davis,  et  al,  2003). 

Another  reason  that  downsizing  is  a  popular  way  in  which  a  healthcare  organization  can 
become  more  efficient  based  on  institutional  theory.  This  theory  states  that  since  other  hospitals 
have  used  downsizing  as  a  means  to  become  more  efficient,  so  will  we.  This  theory  states  that 
healthcare  organizations  are  simply  imitating  the  actions  of  others  without  having  any  credible 
reason  to  do  so.  Executives  may  simply  choose  this  route  since  the  literature,  professional 
organizations,  and  training  programs  suggest  that  it  works  (Davis,  et  al,  2003).  But,  how 
effective  is  downsizing? 
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The  goals  of  downsizing  are  to  eliminate  waste,  increase  efficiency  and  productivity, 
increase  profits,  and  become  more  competitive.  However,  there  are  potential  risks  associated 
with  downsizing.  These  risks  include  a  loss  of  corporate  knowledge  and  expertise,  a  decrease  in 
productivity,  an  increase  in  absenteeism,  a  decrease  in  morale,  and  a  decrease  in  quality  (Davis, 

et  al,  2003). 

Healthcare  organizations  are  employing  a  number  of  techniques  in  order  to  become 
efficient  and  cost-effective.  These  include  but  are  not  limited  to  total  quality  management 
(TQM),  process  improvement  (PI),  job  redesign,  downsizing,  and  restructuring  (Woodard,  et  al, 
1999).  Downsizing  is  not  the  only  way  in  which  an  organization  can  achieve  these  goals;  the  10 
MDG  executive  staff  should  employee  a  combination  of  techniques  in  order  to  best  achieve 
desired  results.  Studies  show  a  lack  of  conclusive  evidence  that  shows  any  long-term  benefits  of 
downsizing  (Davis,  et  al,  2003). 

The  literature  revealed  a  three-phase  program  that  should  be  used  for  strategic 
restructuring.  The  phases  are  1)  the  planning  phase,  2)  the  implementation  phase,  and  3)  the 
evaluation  and  process  continuation  phase.  The  first  phase  includes  vision,  assessment,  and 
target  setting  (Woodard,  et  al,  1999).  This  phase  should  be  part  of  the  overall  strategic 
management  of  the  healthcare  organization.  Sufficient  planning  ensures  that  downsizing 
decisions  are  congruent  with  organizational  strategic  goals  and  the  restructuring  process  can  be 
used  to  redefine  the  organization’s  focus  (Davis,  et  al,  2003).  The  second  phase  is  comprised  of 
implementing  Phase  I  plans  and  continuous  quality  improvement  monitors.  The  last  phase 
places  an  emphasis  on  further  implementation  and  evaluation  (Woodard  et  al,  1999). 

One  core  theme  throughout  the  process  is  communication.  Woodard  et  al  (1999)  states 
that  open  communication  is  the  key  to  successful  change.  Communication  is  not  only  important 
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to  the  10  MDG  but  also  to  our  patients.  When  the  value  of  change  is  not  evident  or  proven  to 
either  the  staff  or  the  patient,  the  change  itself  is  at  a  higher  risk  for  failure  (Davis,  et  al,  2003). 
BRAC  decisions  are  often  not  viewed  as  value  added  decisions.  Communication  must  be 
ongoing,  consistent,  and  presented  in  a  number  of  ways.  One  facility  undergoing  restructuring 
communicated  through  a  facility  weekly  newsletter,  through  the  facility  e-mail,  through  the  mail, 
through  pamphlets,  through  forums,  and  through  town  hall  meetings.  Over  a  two-year  period, 
this  facility  held  about  100  meetings  with  mangers  and  another  75  meetings  with  executive  staff. 
This  did  not  include  the  meetings  that  were  open  to  all  employees  and  the  community  (Woodard, 

et  al,  1 999). 

There  are  a  number  of  lessons  that  can  be  learned  from  other  healthcare  organizations 
that  have  undergone  change  related  to  restructuring  or  downsizing.  Phase  I  is  extremely 
important  and  should  be  incorporated  into  the  organization’s  strategic  plan  (Woodard,  et  al, 

1 999).  A  proactive  approach  is  better  than  a  reactionary  one.  A  poor  plan  can  result  in  broad 
cuts  across  the  board.  This  action  can  severely  damage  an  organization  because  often  the  most 
efficient  units  are  usually  the  ones  most  damaged.  These  units  or  departments  provide  an 
organization  with  a  competitive  advantage  and  that  advantage  should  be  protected  (Davis,  et  al, 
2003).  A  strong,  brief  vision  statement  is  also  needed.  This  will  provide  direction  and  a  goal  for 

executive  staff  and  employees  (Woodard,  et  al,  1999). 

Staff  should  be  involved  in  the  brainstorming  process  from  initiation  to  completion. 
Many  times  employees  will  have  the  best  suggestions  for  process  improvement  and  they  will 
increase  efficiency.  Involving  the  staff  increases  their  sense  of  control  and  commitment  to  the 
change.  Employees  of  Lehigh  Valley  Hospital  and  Health  Network  in  Pennsylvania  submitted 
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over  1,000  cost  saving  suggestions.  These  suggestions  were  projected  to  save  the  company  over 

$75  million  in  five  years  (Davis,  et  al,  2003). 

Another  lesson  is  taking  care  of  all  staff,  those  that  will  be  affected  by  the  downsizing 
and  those  that  will  remain.  Emphasis  is  usually  placed  on  staff  that  will  be  reduced.  However; 
those  left  behind  remain  in  an  uncertain  environment.  One  in  which  management  is  distrusted, 
job  security  is  in  question,  and  guilt  is  a  normal  feeling.  Employees  that  loose  jobs  because  of 
downsizing  require  support  such  as  job  fairs,  fair  compensation  packages,  and  outplacement 
counseling.  Staff  left  behind  need  to  feel  that  decisions  to  remove  employees  were  fair  and 
equitable.  Management  needs  to  maintain  employee  trust  throughout  the  entire  restructuring 
process  (Devine,  Reay,  Stainton,  &  Colins-Nakai,  2003).  Part  of  downsizing  needs  to  include  a 
protection  plan  for  the  remaining  staff.  Issues  such  as  morale  and  staff  satisfaction  need  to  be 
addressed.  Those  left  behind  or  the  survivors  can  become  unmotivated  and  productivity  can 
actually  decrease.  Keep  staff  involved  in  the  rebuilding  process  and  keep  communication 
flowing  (Davis,  et  al,  2003). 

A.  2  Subject  of  Case 

This  business  case  examines  the  likely  benefits  and  costs  to  the  10  MDG  resulting  from 
the  2005  BRAC  decision  for  the  10  MDG  to  evolve  from  an  inpatient  facility  to  an  outpatient 
facility.  The  main  options  are  utilization  of  FT  Carson,  utilization  of  FT  Carson  with  expansion 
of  cadet  ambulatory  care  services,  utilization  of  network  care  with  admitting  privileges  for  cadet 
physicians,  or  utilization  of  network  care  with  admitting  privileges  for  cadet  physicians  and 
expansion  of  cadet  ambulatory  care  services.  All  options  pose  a  transportation  issue.  The 
benefits  and  costs  will  follow  from  decision  point  to  five  years  in  the  future.  Realigning  the 
capabilities  of  ambulatory  services  meets  BRAC  initiatives,  the  business  objectives  of  the  1 0 
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MDG,  and  the  mission  of  the  10  ABW. 

A.  3  Purpose  of  Case 

This  case  is  designed  to  provide  members  of  the  Executive  Committee  with  the  necessary 
financial  projections,  metrics,  contingency  assessments,  and  risks  associated  with  each  of  four 

alternatives. 

B.  Methods  and  Assumptions 

B. l  Scenarios  and  Data 

The  value  of  expected  benefits  and  costs  will  be  developed  from  a  comparison  of  the  four 
scenarios.  Data  will  be  obtained  from  the  M2  database  and  the  Integrated  Clinical  Database 
(ICDB)  Version  1.4.0.  The  10  MDG  data  analysis  officer,  Mr.  Michael  Love,  assisted  with  the 

data  pull. 

B.2  Scope  of  the  Case 

Time 

This  business  case  covers  a  five-year  period  from  October  2007  through  October  2012. 
The  timing  of  cash  outflows  vary  by  scenario. 

Organizations 

The  case  includes  expected  business  performance  improvements  primarily  for  the  care  of 
the  USAFA  cadets.  Cost  impacts  for  this  analysis  will  span  the  following  areas:  human 

resources  (staffing),  contracting,  logistics,  and  legal. 

BRAC  (2005)  predicts  a  loss  of  30  military  positions  and  nine  civilian  positions  at  the  1 0 

MDG.  A  number  of  positions  maybe  realigned  at  FT  Carson  (N.  Waite,  personal 
communication,  September  1,  2006).  Currently,  the  plan  is  to  convert  26  active  duty  slots  to 
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civilian  slots.  These  civilian  slots,  plus  funding  will  then  be  presented  to  FT  Carson  (A.  Berg, 
personal  communication,  December,  4,  2006). 

Technologies 

Benefits  and  cost  estimates  are  restricted  to  the  impacts  resulting  from  the  redirection  of 
cadet  inpatient  care  and  the  expansion  of  cadet  ambulatory  services. 

B.3  Financial  Metrics 

Cash  flow  estimates  in  dollars  are  based  on  a  five-year  estimate.  Expected  cash  flows  are 
summarized  on  standard  format  cash  flow  statements. 

Cost  Avoidance 

This  BCA  focuses  on  avoiding  network  costs  as  well  as  excessive  AMR  costs.  The 
option  that  produces  the  largest  cost  avoidance  scenario  is  considered  the  most  desirable. 
However,  related  to  the  special  needs  of  the  cadet  population,  cost  avoidance  figures  will  not  be 
the  only  deciding  factor.  An  inflation  rate  of  5%  for  costs  was  used  based  on  the  inflation  rate 
utilized  by  the  10  MDG  resource  management  office  (R.  Peltzer,  personal  communication, 

November,  28,  2006). 

B.4  Benefits 

1 .  The  identified  and  analyzed  benefits  of  expansion  of  cadet  ambulatory  care  services 

include  the  following: 

-  Decreased  leakage 

By  caring  for  as  many  cadets  as  possible  within  our  ambulatory  care  setting,  leakage  to 
either  Memorial  North  or  FT  Carson  is  decreased.  This  is  a  goal  shared  by  the  10  ABW  and  the 


10  MDG. 
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-  Decreased  costs 

Maintaining  cadets  on  campus  results  in  decreased  costs  to  Health  Affairs  and  provides 
an  overall  savings  for  the  medical  budget.  Decreasing  the  need  for  inpatient  admissions 
decreases  the  need  for  transportation  and  decreases  costs  for  the  10  MDG. 

-  Increased  continuity  of  care 

Keeping  cadets  within  the  10  MDG  facilitates  communication  and  continuity  of  cadet 
care.  The  cadet’s  flight  physician  can  monitor  and  treat  the  cadet  throughout  their  entire  illness. 

-  Limited  loss  of  training  time 

Keeping  cadets  on  base  greatly  reduces  the  amount  of  training  time  lost.  Having  dorm 
rooms  set  aside  for  ill  and  post  surgical  cadets  facilitates  an  earlier  return  to  campus.  While  on 
campus,  cadets  have  electronic  access  to  their  studies.  Preventing  as  many  admissions  as 
possible  limits  the  loss  of  training  time  for  cadets  assigned  to  retrieve  the  patient  after  discharge. 

-  Increased  satisfaction 

Limiting  the  number  of  inpatient  admissions,  decreases  the  need  to  track  and  monitor  the 
cadet  while  they  are  off  campus.  This  satisfies  the  10  ABW’s  goal  of  maintaining  command  and 
control  of  ill  cadets.  Parental  expectations  are  also  me  bet  by  having  personalized  care  for  cadets 
who  are  ill  but  do  not  require  hospitalization.  IDMTs  will  offer  close  monitoring  and  some  TLC 
for  their  sons  and  daughters.  Cadet  satisfaction  is  met  by  decreasing  the  stress  of  lost  training 

time. 

-  Meets  the  intent  of  BRAC  initiatives 

The  mandate  sent  down  by  the  BRAC  commission  is  to  move  the  inpatient  mission  and 
rely  on  the  utilization  of  military  and  civilian  network  care.  Utilizing  dorm  rooms  and  expanding 
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cadet  clinic  hours  increases  the  ability  to  offer  outpatient  treatments  and  close  monitoring.  These 
initiatives  are  in  line  with  AAAHC  guidelines  and  the  clinic  can  be  accredited. 

-  Modeled  after  other  service  academies 

The  AF  academy  would  model  this  outpatient  approach  after  the  Naval  and  Coast  Guard 
academies  existing  treatment  plan  for  their  cadets  and  midshipmen.  This  model  has  proven 
effective. 

-  Utilization  of  IDMTs 

The  POM  08  includes  the  manning  of  ten  additional  IDMTs.  These  individuals  could  be 
fully  utilized  by  manning  extended  cadet  clinic  hours  and  rotating  through  a  night  shift  schedule. 
IDMT  skills  will  be  used  to  monitor  ill  and  post  surgical  cadets,  as  well  as  address  any  healthcare 
concerns  of  cadets  during  non-duty  hours.  IDMTs  will  also  be  available  to  triage  cadets  and 
assist  them  in  acquiring  the  proper  level  of  care,  thus  preventing  unneeded  use  of  the  civilian  ED 

and  the  10  MDG  UCC. 

2.  The  identified  and  analyzed  benefits  of  utilization  of  FT  Carson  include  the  following. 

-  Decreased  leakage  to  the  network 

Utilization  of  FT  Carson  decreases  leakage  to  the  civilian  medical  network.  This  allows 
cadets  to  remain  in  a  Department  of  Defense  (DoD)  medical  system  and  prevents  cadets  from 
switching  back  and  forth  between  military  and  civilian  networks. 

-  Decreased  costs 

This  option  prevents  increased  network  care  costs,  estimated  at  $10,100  per  network 
admission.  This  in  turn  prevents  additional  costs  to  the  TRICARE  budget  and  increases  the 
allotted  money  for  individual  service  use.  FT  Carson  and  possibly  the  10  MDG,  would  benefit 
from  the  $60  per  RYU  reimbursement. 
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-  Improved  patient  continuity 

Maintaining  cadets  in  the  same  type  of  military  medical  setting  facilitates  a  better  understanding 
of  the  entire  process.  This  includes  providers,  case  managers,  and  cadets. 

-  Increased  patient  satisfaction 

Patient  satisfaction  initially  drops  with  any  change;  however,  satisfaction  increases  by 
remaining  in  a  military  facility.  The  cadet  is  likely  to  perceive  the  military  facility  as  having 
higher  quality  of  care  standards. 

-  Cadet  exposure 

Cadets  are  exposed  to  the  concept  of  a  joint  military  operation  and  are  exposed  to  another 
service. 

-  Maintained  quality  of  care 

Maintaining  quality  of  care  is  imperative.  The  10  MDO  is  associated  with  quality  care 
and  it  is  imperative  to  maintain  that  reputation  despite  where  the  patient  is  physically  located. 
Patient  continuity  and  management  will  be  higher  between  military  networks  and  patient  care 
needs  can  be  rapidly  met.  Interdisciplinary  communication  will  be  stronger  than  between 
military  and  civilian  networks.  Depending  on  the  plan  for  EACH,  cadets  may  still  be  taken  care 

of  by  AF  providers. 

-  Set  the  example 

A  future  direction  for  DoD  medicine  maybe  a  unified  medical  command.  On  September 
6,  2006,  the  Defense  Business  Board  (DBB)  advised  Defense  Secretary  Donald  Rumsfeld  to 
appoint  a  task  force  to  pull  together  a  unified  medical  command  concept  by  January  1  (Putrich, 
2006).  The  AF  Academy  and  FT  Carson  could  take  the  lead  and  establish  a  model  working 
relationship.  The  merger  process  can  be  documented  and  serve  as  a  benchmark  for  all  of  DoD. 
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Most  of  the  literature  speaks  of  the  Walter  Reed  -  Bethesda  upcoming  merger  as  well  as  the 
Wilford  Hall  -  Brooke  Army  Medical  Center  (BAMC)  impending  merger.  There  is  nothing  that 
describes  the  actual  process  or  lessons  learned.  This  information  would  be  valuable. 

3  The  identified  and  analyzed  benefits  of  utilization  of  network  care  with  admitting 

privileges  include  the  following: 

-  Limited  loss  of  training  time 

Memorial  North  is  closer  to  USAFA  than  FT  Carson  is.  Traffic  patterns  and  construction 
offer  a  challenge  with  the  commute  to  FT  Carson  and  actual  travel  time  varies  based  on  the  time 
of  day.  The  commute  is  shortened  and  decreases  the  amount  of  time  that  the  cadet  transporting 
the  discharged  cadet  is  away  from  the  campus. 

-  Decreased  number  of  facilities  involved 

Memorial  North  is  the  closest  ED  to  the  1 0  MDG  and  cadets  will  end  up  seen  there  for 
local  emergencies  not  within  the  scope  of  the  10  MDG  UCC  or  by  virtue  of  activating  the  91 1 
system  on  base. 

-  Guaranteed  business  for  Memorial  North 

Negotiate  a  MOU  which  would  allow  military  providers  to  admit  cadets  at  Memorial 
North.  Memorial  could  charge  all  previously  negotiated  fees  with  TRICARE,  with  the  exception 
of  professional  fees.  With  all  other  beneficiaries  going  to  FT  Carson,  Memorial  may  be  willing 
to  enter  into  a  viable  agreement  which  could  potentially  include  a  transportation  component. 

-  Stronger  community  relationships 

Military  and  community  environments  greatly  depend  on  each  other  in  the  event  of 
epidemics,  terrorist  attacks,  or  national  disasters.  Utilization  of  the  network  for  cadet  care 
increases  and  solidifies  these  relationships. 


Resources 
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B.5  Cost  Impacts  Under  the  Four  Options 


Costs 

Option  1 

FT  Carson 

Option  2 

FT  Carson  w / 
expansion 

Option  3 
Network 

Option  4 
Network  w  / 
expansion 

Transportation 

Needed 

Needed,  but  to 
a  decreased 
amount 

Needed 

Needed,  but 

to  a 

decreased 

amount 

Personnel 

Addition  of  ten 

IDMTs 

Addition  of 

ten  IDMTs 

Full  Service 

— 

Reimbursement 

per  RVU  to  FT 
Carson  only 

Reimbursement 

per  RVU  to 
both  facilities 

Cost  per 

DRG  minus 
professional 
fees 

Cost  per 

DRG  minus 
professional 
fees 

B.6  Major  Assumptions 

.  Public  Law  101-510,  10  U.S.C  2687  mandated  the  mission  of  the  10  MDG  evolve  from 

inpatient  to  outpatient  only. 

•  Physical  structure  will  not  be  manipulated. 

•  Transportation  is  an  issue  for  all  options. 

•  Cadets  are  1 4%  of  the  total  beneficiary  population. 

•  There  is  no  recapture  from  other  health  insurance  (OHI). 

.  Current  provider  templates  are  full  and  cannot  be  manipulated  to  increase  patient  load. 

•  BRAC  mandates  have  not  affected  current  outpatient  clinic  capacity. 

•  Network  costs  vary  according  to  DRG  code.  An  average  cost  of  $10,100  per  network 
admission  was  used  based  on  the  average  cost  over  the  last  four  years. 

•  Inflation  rate  used  was  5%  for  costs  based  on  the  inflation  rate  utilized  by  the  1 0  MDG 
resource  management  office. 
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Maximum  utilization  of  the  UCC  is  possible  with  a  limited  amount  of  lost  care  to  civilian 
EDs. 

The  cadet  clinic  will  extend  service  hours,  as  needed,  to  maximize  number  of  cadets  seen. 
IDMTs  are  utilized  to  expand  cadet  clinic  capabilities  and  cover  non-duty  hours. 

A  physician  is  on  call  during  1DMT  coverage  times. 

FT  Carson  cannot  recapture  current  network  leakage. 

FT  Carson  can  recapture  100%  of  USAFA  current  inpatient  workload. 

Less  than  23-hour  admission  capabilities  remain  constant. 

No  additional  funded  staffing  is  required.  POM  08  has  increased  the  number  of  IDMTs 
assigned  to  the  1 0  MDG  to  ten. 

No  additional  equipment  is  required. 

No  additional  administrative  staff  is  required. 

Beneficiary  population  will  remain  constant  over  the  next  five  years. 

The  standard  fee  for  the  USAFA  AMR  contract  is  considered  a  sunk  cost  and  is  not  used 

in  estimating  cost  per  transport.  . 

Cadet  91 1  calls  on  base  will  result  in  direct  transport  to  Memorial’s  ED  and  will  be  lost 
workload. 

All  inpatient  admissions  will  require  transport  to  either  FT  Carson  or  Memorial  North. 
Standard  of  care  will  be  met  with  the  expansion  of  cadet  ambulatory  care  services. 
Accreditation  from  AAAHC  will  be  obtained. 
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C.  Business  Impacts 

C.  1.  Overall  Results 

Expected  total  costs  from  the  four  scenarios  to  meet  cadet  inpatient  demand  are 
summarized  in  Table  1 .  The  summary  also  illustrates  expected  cash  losses  based  on  amount  of 
cadet  inpatient  care  recaptured  with  the  expansion  of  cadet  ambulatory  services.  Costs  were 
based  on  cadet  direct  care  admissions  from  September  2005  to  August  2006.  1 50  cadets  were 
admitted  to  the  10  MDG  during  this  time.  Appendix  A  displays  these  admissions  by  DRG. 

In  brief,  the  analysis  shows  that  the  FT  Carson  option,  with  the  expansion  of  cadet 
ambulatory  care  services  provides  the  greatest  cost  avoidance.  This  case  is  a  cost  avoidance 
decision.  The  focus,  financially,  is  on  which  option  least  impacts  the  budget.  All  scenarios  were 
calculated  over  five  years  at  a  5%  inflation  rate.  Details  on  how  costs  were  determined  are 
explained  in  section  C.3  —  Costs. 

All  Memorial  North  options  result  in  a  larger  expenditure,  however,  the  Memorial  North 
option  with  the  expanded  cadet  ambulatory  care  service  will  avoid  some  DRG  costs  (see  Table 
2).  This  estimate  only  includes  the  expected  DRG  fees  as  calculated  by  the  TRICARE  DRG- 
Based  Payment  calculator.  FY  2006  was  used  to  establish  baseline  costs  (TRICARE,  2006). 
Professional  fees  and  specific  procedure  fees  are  not  included.  Further  research  is  needed  to 
establish  an  overall  average  fee  per  DRG  that  includes  current  procedural  terminology  (CPT) 
codes  and  professional  fees.  It  would  then  be  possible  to  determine  the  amount  of  professional 
fees  that  could  be  avoided  if  military  physicians  had  admitting  privileges  to  Memorial  North. 

Either  of  the  FT  Carson  options  is  deemed  less  risky  than  the  Memorial  North  options, 
since  they  do  not  involve  long-term  commitment  contracts  with  a  civilian  facility.  The  Memorial 
North  options  also  have  the  added  risk  of  additional  medical  costs.  If  a  cadet  is  admitted  by  an 
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AF  physician,  but  then  requires  specific  tests  or  procedures  that  could  be  accomplished  at  FT 
Carson,  there  would  then  be  additional  professional  and  procedural  fees  charged  based  on  the 
specialty  utilized.  If  the  cadet  were  admitted  to  FT  Carson,  these  additional  fees  would  not  exist. 

C.  2.  Benefits 

This  BCA  looked  at  the  10  MDG’s  current  framework,  FY  2006  and  linked  the  BCA 
with  business  objective  2.A.I.  This  objective  is  to  establish  and  execute  a  BRAC  transition  plan, 
which  addresses  scope  of  services,  squadron  make-up  and  structure,  and  phased  implementation. 
The  expansion  of  cadet  ambulatory  services  would  meet  BRAC  guidance  as  well  as  fit  into  a 

USAFA  transition  plan. 

Understandably,  the  issue  of  caring  for  the  cadets  in  the  BRAC  environment  has  become 
a  main  focal  point  for  the  10  MDG  and  the  10  ABW.  A  non-specific  goal  has  been  established 
to  prevent  as  many  cadet  admissions  as  possible.  The  main  reason  for  this  is  the  loss  of  training 
time.  Cadets  that  remain  under  medical  care,  but  physically  on  base  retain  the  ability  to  access 
classes  and  class  work  via  laptops.  Admission  to  Ft  Carson  and  Memorial  Norih  would 

eliminate  that  ability. 

While  none  of  the  options  provide  direct  financial  benefit  to  the  10  MDG,  the  option  of 
expanding  cadet  ambulatory  services  does  provide  the  ability  to  decrease  the  number  of  cadet 
admissions  to  FT  Carson  or  Memorial  North  (see  Table  1).  The  expansion  of  services  meets 
both  the  intent  of  BRAC  as  well  as  addressing  a  10  ABW  concern  to  provide  medical  care  to  the 

cadets  in  the  least  disruptive  way  possible. 

The  FT  Carson  options  provide  the  greatest  overall  cost  avoidance  and  provide  the  least 
amount  of  negotiation  and  papenvork.  Specifics  for  all  beneficiary  care  and  the  transfer  of  AF 
positions  to  FT  Carson  still  needs  to  be  ironed  out.  However,  these  issues  have  to  be  addressed 
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whether  or  not  cadets  are  sent  there.  Another  non-financial  benefit  includes  cadet  exposure  to 
another  Service.  This  is  imperative  with  the  Services  turning  to  more  and  more  joint  venture 
assignments. 

One  of  the  concerns  was  travel  time  to  FT  Carson  as  compared  to  Memorial  North. 

AMR  data  shows  that  the  average  run  time  to  FT  Carson  was  one  hour  and  49  minutes.  The 
average  travel  time  to  Memorial,  which  is  15  miles  from  base,  was  one  hour  and  40  minutes. 
Average  run  time  to  Memorial  North  was  not  calculated  as  it  is  currently  under  construction.  It 
can  be  deferred  from  the  data  that  the  transport  time  to  Memorial  North  should  be  slightly  less 

than  Memorial,  but  overall  will  not  be  a  vast  difference. 

Memorial  North  could  also  provide  some  intangible  benefits.  If  a  MOU  was  established 
for  admitting  privileges  for  cadet  physicians,  then  cadet  continuity  of  care  would  increase.  As 
continuity  improves  so  will  quality  of  care.  The  other  benefit  would  be  that  cadet  physicians  are 
given  opportunities  to  practice  medicine  in  an  inpatient  setting  and  not  just  in  a  clinic.  This  is 
imperative  for  our  overseas  missions. 

C.  3.  Costs 

The  only  major  cost  impact  associated  with  the  FT  Carson  options  is  transportation. 

AMR  charges  by  the  level  of  call  as  well  as  mileage  traveled.  There  are  three  levels,  a  Level  I 
call  is  considered  a  wheelchair  run,  or  a  basic  transport,  and  neither  basic  life  support  (BLS)  or 
advanced  life  support  skills  (ALS)  are  needed.  The  fee  for  a  Level  I  call  is  $58.69  plus  $5.13  per 
mile.  A  Level  II  run  requires  BLS  and  a  Level  III  call  requires  ALS  skills.  Every  Level  II  call 
costs  $364.23  plus  $1 1.80  per  mile  and  every  Level  III  call  costs  $506.84  plus  $1 1.80  per  mile 
(N.  Kauhaahaa,  personal  communication,  November,  28, 2006). 
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AMR  calls  from  September  2005  to  October  2006  were  examined  to  determine  cadet 
utilization  of  AMR.  During  this  time  period  there  were  218  cadet  transports.  Of  the  21 8  calls, 

215  were  Level  II  calls,  one  was  a  Level  I  call,  and  two  were  Level  III  calls.  For  the  purposes  of 
obtaining  potential  added  transport  fees,  all  cadet  admissions  will  be  considered  a  Level  II  call, 
and  the  assumption  is  made  that  all  cadet  admissions  will  require  transport  to  either  FT  Carson 
or  Memorial  North.  Data  were  obtained  directly  from  AMR  headquarters  in  Colorado  Springs, 
Mr.  Scott  McCune.  Data  were  then  compared  to  in-house  AMR  run  sheets  to  determine  the 
category  of  the  individual  requiring  transport. 

The  average  FT  Carson  run  (28.4  miles)  is  expected  to  cost  $699  and  a  Memorial  North 
call  (12.5  miles)  is  expected  to  cost  $512.  If  all  150  cadets  are  transported  to  FT  Carson,  the  cost 
is  $104,850  (see  Table  1).  Memorial  would  cost  $76,800  (see  Table  2).  AMR  costs  may  or  may 
not  be  a  direct  cost  to  the  facility  based  on  the  category  of  the  call.  Runs  categorized  as  a 
transport  are  directly  charged  to  the  10  MDG.  All  other  runs  are  charged  to  TRICARE.  In 
general  transports  are  patients  that  are  already  under  medical  care  and  need  transfer  to  another 

I 

level  of  care.  An  example  is  a  cadet  who  is  seen  in  the  clinic  but  requires  inpatient  admission. 
However,  there  is  no  policy  on  how  to  categorize  these  calls.  Depending  on  the  stability  of  the 
cadet  and  skills  needed  for  the  transport,  another  cadet  who  requires  inpatient  admission  could  be 

I 

categorized  as  a  regular  run  (S.  McCune,  personal  communication,  October,  15,  2006).  Since 
there  is  not  a  good  way  to  predict  the  actual  direct  cost  to  the  facility,  all  costs  will  be  assumed  as 
an  overall  AFMS  loss. 

Transportation  costs  in  this  BCA  were  limited  to  the  existing  AMR  established  service 

i 

since  only  the  cadet  population  was  used.  Establishing  a  separate  transportation  contract  tor  just 
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the  cadet  population  is  not  cost  effective.  However,  the  1 0  MDG  should  consider  looking  at 
alternative  transportation  contracts  that  could  benefit  the  entire  enrolled  population. 

Major  costs  related  to  the  Memorial  North  alternatives  are  DRG  fees  as  well  as 
transportation  fees  (see  table  2).  These  fees  do  not  include  specific  procedure  fees  or 
professional  fees.  In  order  to  determine  the  amount  of  cost  avoidance  based  on  DRG  fees,  first 
the  total  DRG  cost  was  calculated  for  all  150  cadet  admissions  using  the  TRICARE  DRG-Based 
Payment  calculator  for  FY  06  (TRICARE,  2006).  Appendix  A  illustrates  this. 

The  predicted  total  for  DRG  fees  was  $464,622  for  FY  06  (see  Table  2).  Parameters 
were  then  established  to  predict  the  potential  number  of  cadet  admissions  that  could  be  prevented 
based  on  the  expansion  of  cadet  ambulatory  services.  Two  criteria  were  established;  1)  length  of 
stay  (LOS)  under  1 .0,  day  and  2)  LOS  under  2.0  days  for  the  following  DRGs:  068,  069,  070, 
090,  182,  183,  1 84,  277,  278  (see  Appendix  B).  These  parameters  were  agreed  upon  by  the 
flight  commander  of  the  cadet  clinic,  Col  Steve  DeCoud  (S.  DeCoud,  personal  communication, 
September,  12,  2006). 

Based  on  the  established  criteria  there  were  41  cadets  who  had  a  LOS  under  24  hours  and 
23  cadets  who  had  a  LOS  less  than  two  days  for  the  specified  DRGs.  If  there  was  a  100% 
recapture  of  these  64  cadets,  42.7%  of  total  cadet  admissions  could  be  treated  in  the  expanded 
clinic.  Since  100%  recapture  is  not  a  realistic  goal,  especially  the  first  year  of  implementation,  a 
realistic  target  was  determined.  Cadet  admits  under  24  hours  totaled  41 ;  this  is  27%  of  cadet 
total  admissions.  Twenty-seven  percent  of  cadet  recapturable  admissions  was  then  used  as  a 
most  likely  (ML)  target  or  a  recapture  of  1 7  cadets.  Best  case  (BC)  and  worst  case  (WC) 
recapture  rates  were  then  set  off  of  the  ML  rate.  BC  scenario  is  37%  of  cadet  recapturable 
admissions  or  24  cadets,  and  WC  is  17%  recapture  or  1 1  cadets. 
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The  next  issue  was  to  determine  potential  cost  avoidance.  A  27%  recapture  would  not 
equate  to  a  27%  recapture  of  DRG  total  costs.  DRG  costs  were  recalculated  based  on  the 
average  LOS  and  DRG  for  those  cadets  who  met  criteria  (see  Appendix  B).  The  potential  cost 
avoidance  for  100%  recapture  of  cadets  meeting  criteria  is  $145,734.  Because  it  is  not  known 
which  cadets  would  be  recaptured  based  on  DRG,  27%  of  $145,734  was  used  as  an  estimate  of 
cost  avoidance  for  the  ML  scenario. 

In  summary,  the  FT  Carson  ML  option  with  the  expansion  of  cadet  ambulatory  services 
offers  a  savings  of  $400,403  FY  06  as  compared  to  the  Memorial  North  ML  option  with 
expansion.  If  there  is  no  expansion  of  cadet  ambulatory  services,  FT  Carson  offers  a  cost 
savings  of  $436,572  FY  06  as  compared  to  Memorial  North  (see  Table  1). 

D.  Sensitivities,  Risks,  and  Contingencies 

In  developing  the  cost  model  and  benefits  rationale,  two  key  input  variables  were 
identified  which  will  have  a  strong  influence  on  projected  results.  These  variables  are  (1) 
amount  of  care  recaptured  with  the  expansion  of  cadet  ambulatory  services,  and  (2) 
transportation  requirements.  Cash  flow  estimates  for  each  alternative  will  be  based  on  the  value 
projected  to  be  ML  for  each  of  these  variables.  The  two  variables  are  not  independent  of  each 
other  in  these  scenarios.  The  workload  recaptured  and  transportation  required  was  kept  at  a 
constant.  Values  for  each  variable  will  be  entered  into  the  model  representing  the  WC,  the  ML 
case,  and  the  BC  scenario.  The  resulting  costs  for  each  alternative  will  then  be  recorded  (see 
Table  1). 

The  variable  that  has  the  greatest  influence  on  cost  savings  is  the  actual  DRGs 
recaptured.  As  illustrated  in  Appendix  B,  DRG  063  is  the  most  expensive,  while  DRG  1 83  is  the 
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most  diagnosed.  Targeting  recapture  on  these  specific  DRGs  would  increase  the  amount  of  cost 
avoided.  Table  3,  illustrates  the  sensitivity  of  the  actual  DRGs  recaptured. 

Manipulation  of  the  DRGs  recaptured  also  changes  the  number  of  transports  required. 
Table  4  illustrates  the  changes  in  AMR  fees  when  the  number  of  cadets  recaptured  changes. 

Table  5  shows  the  overall  costs  of  recaptured  DRGs.  A  comparison  of  Table  1  and  Table  5 
demonstrates  that  only  the  Memorial  North  BC  scenario  has  a  greater  cost  savings  than  the  over 
$3,000  DRG  scenario. 

Potential  recommendations  for  successful  implementation  of  an  option  will  help  ensure  the 
realization  of  the  business  objective  that  provided  the  motivation  for  this  proposal: 

•  Initiate  formal  discussions  within  the  10  MDG  to  include  key  internal  players  such  as  the 
10  MDG  commander  and  deputy  commander,  the  10  MDG  aerospace  medical  squadron 
(AMDS)  commander,  the  10  MDG  administrator,  medical  logistics,  contracting  and 
legal. 

•  Conduct  a  thorough  strengths,  weaknesses,  opportunities  and  threats  (SWOT)  analysis. 

•  Initiate  formal  discussions  with  external  agencies  to  include  Memorial  North,  FT  Carson, 
AMR,  and  TRIWEST. 

•  Write  position  descriptions  and  solicit  competitive  bids  through  contracting  for 
transportation  services  from  the  local  community  for  the  entire  beneficiary  population. 
This  contract  should  include  an  escape  clause. 

•  Provide  weekly  updates  to  the  1 0  MDG  executive  staff  as  well  as  monthly  updates  during 
10  ABW  stand-ups. 

•  Write  articles  for  cadet  newspapers  informing  them  on  the  expansion  and  what  this 
means  to  them. 


1 


McShane  GMP  40 


•  Track  monthly  volume  of  admissions  and  determine  if  cadets  were  seen  at  the  appropriate 
level  of  care.  Address  specific  issues  with  individual  physicians. 

•  Initiate  aggressive  educational  classes  for  cadet  physicians  and  IDMTs  on  the  scope  of 
care  offered  in  the  expanded  ambulatory  services. 

•  Educate  cadets  and  their  parents  on  the  scope  of  care  and  purpose  of  the  expanded 
services. 

•  Work  directly  with  AMR  to  establish  new  protocol  that  would  include  1DMT  input  and 
transport  to  the  UCC  for  cadets  who  call  91 1  and  do  not  require  an  ED  visit. 

•  Inform  cadets  of  the  process  to  obtain  medical  care.  This  may  mean  contacting  the 
IDMT  on  shift  prior  to  calling  AMR. 

•  Hold  cadets  accountable  for  not  obtaining  medical  care  in  the  directed  manner. 

•  Work  on  a  new  transportation  contract  that  would  benefit  the  cadet  command  as  well  as 
the  medical  group.  This  should  be  a  cost-sharing  agreement. 

•  Network  with  FT  Carson’s  IT  department  and  work  to  establish  some  sort  of  cadet 
internet  connectivity. 

•  Educate  physicians  on  recapturing  DRGs  that  are  the  most  expensive  as  well  as  the  most 
diagnosed. 

•  Develop  clinical  pathways  to  target  specific  DRG  recapture. 

E.  Recommendations  and  Conclusions 

Based  on  the  proceeding  analysis  of  the  10  MDG  BCA,  it  is  recommended  to  expand 
cadet  ambulatory  services  and  utilize  FT  Carson  for  cadet  inpatient  needs.  This  assumes  that  FT 
Carson  can  accommodate  the  entire  USAFA  inpatient  mission.  This  option  provides  the  greatest 
overall  cost  savings  in  the  shortest  amount  of  time.  There  is  also  the  potential  to  save  even  more 
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than  predicted  in  the  long  run  based  on  aggressive  use  of  cadet  ambulatory  services  as  well  as  the 
potential  to  decrease  transport  costs  by  contracting  with  another  service.  Another  benefit  is 
cadet  exposure  to  the  Army.  Joint  training,  joint  deployment,  and  joint  utilization  of  resources 
are  the  future  of  the  DoD.  AF  cadets  would  gain  some  of  this  exposure.  Cadets  remain  in  a 
military  setting  and  FT  Carson’s  medical  staff  can  be  educated  on  special  cadet  needs  such  as 
early  discharge  to  cadet  clinic  with  expanded  services  and  medical  board  issues.  Work  with  FT 
Carson’s  IT  department  to  establish  cadet  connectivity  to  their  class  work. 

Transport  time  to  FT  Carson  does  not  differ  greatly  than  to  Memorial.  A  cadet  wing 
specific  issue  will  be  the  return  of  the  cadet  back  to  the  Academy.  This  will  be  an  issue  no 
matter  where  care  is  received.  The  wing  and  the  medical  group  could  cost  share  a  transportation 
contract  that  would  include  taking  the  cadet  to  the  inpatient  facility  and  returning  them.  Overall  a 
second  transport  contract  could  decrease  costs  to  the  1 0  MDG. 

Using  the  ML  scenario  under  the  FT  Carson  option  with  expansion  of  cadet  ambulatory 
services,  there  is  a  cumulative  cost  savings  of  $2,323,107  over  the  first  five  years  as  compared  to 
the  Memorial  North  ML  case  scenario  with  expansion.  This  analysis  was  a  conservative 
estimate,  capturing  27%  of  cadet  recapturable  admissions.  The  recapture  rate  is  predicted  to 
increase  as  physician  knowledge  and  exposure  of  the  expanded  ambulatory  service  increases. 

The  FT  Carson  with  expansion  option  will  strengthen  the  10  MDG’s  ability  to  meet  both 
their  business  objective  for  BRAC  as  well  as  meet  the  goal  of  the  1 0  ABW.  The  recommended 
course  of  action  is  to  utilize  FT  Carson  and  aggressively  expand  cadet  outpatient  capabilities. 
Although  there  were  many  assumptions,  this  option  contains  the  greatest  overall  value  when  both 
financial  and  non-financial  benefits  are  considered. 
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It  is  further  recommended  that  an  additional  BCA  is  accomplished  to  compare  potential 
costs  of  the  current  cadet  direct  care  inpatient  workload  to  all  other  beneficiary  direct  care 
inpatient  workload.  This  BCA  would  provide  valuable  information  in  determining  which 
population  would  provide  the  greatest  cost  avoidance  in  the  event  that  FT  Carson  can  only 
recapture  a  portion  of  the  10  MDG’s  current  inpatient  workload.  In  this  event,  it  may  prove  cost 
effective  to  allow  cadets  admission  to  Memorial  North,  with  AF  physician  admitting  privileges, 
while  keeping  all  other  beneficiary  categories  at  FT  Carson. 
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